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- PATIENT CONSENT FORM

I hereby give authorisation for:

Name: ﬁ?'g S {Jﬁ%ﬁk — CuyeF OFc =R

| Address: . MEST’E’,&J }7’6‘]1:7!4’ K _SociAl gf@j{}:&’i Qudc:fl_
_HH e TRONE ¢ [Eguaniad Hosprral

Otden (5. ygode, £799 ods .

to act on my behalf and to receive any and all such'i_nformation as may be
.. relevant to my complaint. !

B . C . Lo=Y
w1 understand that any -information disclosed about mysEH’ is confined to

‘that which is relevant to the Investigation of the complaint and only

disclosed to those people who have a demonstrable need to know it for the
purpose of investigating the complaint.

Full Name: I\lE__,f i _LLE-_ _C?\@'\x\g (D®

Address:

Date of Birth: _OWR 21

Relationship to
- erson making
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Signature of Patient: .

Date: 2>
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